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 The History and Impact of Sexual Health Education Policies in the U.S.  
 
Abstract:  
 American adolescents are experiencing high rates of pregnancy, birth and sexually-
transmitted infections.  The majority of Americans are having sex as teenagers, with 71% of 
nineteen-year-olds being sexually experienced.1  Statistics of teen sexual activity suggest 
the need for effective, evidenced-based sex education policies in the United States, 
especially in light of the fact that the United States has relied on abstinence-only education 
as the main form of sexual health education for the last two decades.  This paper 
investigates the history and impact of sexual health education policies in the U.S., 
demonstrates the failure of abstinence-only education in preventing pregnancy and disease 
among American teens, and provides rationale for comprehensive sexual health education. 
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The History and Impact of Sexual Health Education Policies in the U.S.  
Although the current United States teen birth rate is considerably lower today than 
it was in the early 1990s (29.4 per 1,000 females of reproductive age in 20122 vs. 61.8 per 
1,000 in 19913), it remains much higher than that of similar developed nations, including 
Canada at 14 per 1,000, Germany at 10 per 1,000 and Italy at 7 per 1,000 (Figure 1).3  While 
pregnancy and birth rates differ dramatically between the U.S. and Europe, teens on both 
continents have similar rates of sexual experience.1  The difference in health outcomes 
stems from the fact that teens in Europe are exposed to more comprehensive, holistic 
sexual health programs and are more likely to use effective methods of contraception.1,4 As 
a result, they have much lower rates of teen pregnancy and birth.1,4      
 
Figure 1: Teen birth rate per 1,000 women ages 15-19. 
 
Source: CDC’s National Center for Health Statistics, UNECE Statisical Database, and United Nations Demongraphic 
Yearbook, 2009-2010.3 
 
 In terms of sexually transmitted infections (STIs) in the U.S., it is estimated that 
almost half of all STIs (19 million each year) are acquired by youth ages 15 to 24, a group 
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that represents only a quarter of the sexually active population of the U.S.1,3  The national 
rate of chlamydia infection has been on the rise in the last two decades, increasing from 
179.7 per 1000,00 people in 1991 to 457.6 per 100,000 people in 2011.5  Although not 
quite as prevalent as chlamydia, the U.S. rate of gonorrhea is still high at 104.2 cases per 
100,000 Americans.5  American females between the ages of 15 and 19 experience some of 
the highest national rates of chlamydia (3,416.5 cases per 100,000 females) and gonorrhea 
infections (556.5 cases per 100,000 females), compared to men and women from all age 
groups (Figure 2).5,6  This disparity of disease indicates that teens are not effectively 
protecting themselves from sexually transmitted infections. 
 
Figure 2: U.S. chlamydia and gonorrhea infections by age. 
Source: CDC Fact Sheet. STD Trends in the United States.  National Data for Chlamydia, Gonorrhea and Syphilis, 20117 
 The fact that American adolescents are experiencing such high rates of pregnancy, 
birth and sexually transmitted infections highlights the need for appropriate and effective 
sexual health policies in the United States.  While there may be contributing factors 
influencing teen sexual health, including barriers to accessing contraception or sexual 
health services based on location, transportation, language, religious beliefs, etc., an 
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important contributing factor is the type of sexual health education that adolescents are 
exposed to.8  This paper investigates the history and impact of sexual health education 
policies in the U.S., while demonstrating the failure of abstinence-only education (AOE) in 
preventing pregnancy and disease among American teens, as well as the rationale for 
comprehensive sexual health education. 
Definitions of Sexual Health Terminology 
 The World Health Organization (WHO) defines sexuality as “a central aspect of being 
human throughout life and encompasses sex, gender identities and roles, sexual 
orientation, eroticism, pleasure, intimacy and reproduction”.9p5  WHO recognizes that there 
are many positive influences stemming from one’s sexuality, including pleasure and 
procreation.  At the same time, WHO acknowledges the risks that a person faces when they 
do not exercise their sexuality safely, mainly sexually transmitted diseases and unintended 
pregnancy.9 
 A 1975 WHO technical report, which was used to create the terminology agreed on 
by the Programme of Action committee, stressed the importance of sexual health education 
saying “fundamental to this concept [sexual health] are the right to sexual information and 
the right to pleasure”.9p1  The official definition of reproductive health, as defined by the 
Programme of Action of the International Conference on Population and Development is: 
“A state of complete physical, mental and social well-being and not merely the 
absence of disease or infirmity, in all matters relating to the reproductive system 
and to its functions and processes. Reproductive health therefore implies that 
people are able to have a satisfying and safe sex life and that they have the capacity 
to reproduce and the freedom to decide if, when and how often to do so. Implicit in 
this last condition are the right of men and women to be informed and to have 
access to safe, effective, affordable and acceptable methods of family planning of 
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their choice, as well as other methods of their choice for regulation of fertility which 
are not against the law, and the right of access to appropriate health-care services 
that will enable women to go safely through pregnancy and childbirth and provide 
couples with the best chance of having a healthy infant”.9p4 
 
 The distinction of sexual health was first included in the definition of reproductive 
health at the Programme of Action of the International Conference on Population and 
Development in 1994, and has continued to be an evolving term with no uniform 
definition.9   Sexual responsibility is a term used by the U.S. Surgeon General to describe both 
individual responsibility, as well as community responsibility.9  Individual responsibility 
includes understanding one’s sexuality and sexual development, respecting oneself and 
one’s partner, and avoiding undesired pregnancy and infection.  Community responsibility 
includes the provision of culturally and developmentally appropriate sexual health 
education.9 
U.S. Sexual Health Education Programs 
 In general, sexual health education programs fall into one of two categories: 
abstinence-only education (AOE), which promotes abstinence from sexual activity as the 
only method of protection from pregnancy and infection, and comprehensive sexual health 
education, which covers both the concept of abstinence and other forms of contraception, 
including condoms, birth control pills, Depo shots, intra-uterine devices, vaginal rings, the 
patch, and Plan B.9,10  Both abstinence-only education and comprehensive sexual health 
programs often incorporate additional health topics, including information on adolescent 
growth and development, self-esteem, healthy relationships, communication and 
interpersonal skills, and other life skills.11 
 5 
 Although the term is commonly used, abstinence is not clearly defined in a 
behavioral context and may have different meanings for different people.  For most, 
abstinence refers to a commitment to refrain from vaginal sex, either as a virgin or after 
engaging in sexual activity.12,13  For many, abstinence is related to vaginal sex only and does 
not include non-coital activities, including oral and anal sex.12 
 Commonly referred to as abstinence-only education, federally-funded abstinence 
programs targeting teens and adolescents also utilize the name of abstinence-until-
marriage, although there is no difference in educational requirements for the two.6  These 
abstinence-only programs do not have uniform materials or curricula and they can be 
delivered in a number of forums, including schools, faith-based organizations, youth groups 
and human service agencies.6 
 Federal regulations define abstinence in behavioral, moral and culturally specific 
terms.  AOE programs are mandated to teach that a “mutually faithful, monogamous 
relationship in the context of marriage is the expected standard of human sexual 
activity”.13p83  Wording of government policies and programs commonly defines abstinence 
in moral terms, using language such as “chaste,” “being responsible” and “making a 
commitment.” 14p842  Initial regulations specified that AOE programs educated teens to 
abstain from sexual intercourse, but did not delve into other aspects of sexual 
experimentation.15  Later changes to regulations led to a more conservative approach, 
discouraging all sexual stimulation between two unmarried persons.15 
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Rational for Abstinence-Only Education 
Supporters of abstinence-only education promote the notion that abstinence is 
100% effective and is the only way to prevent STIs and pregnancy.16  They believe that 
sexual activity puts teens at risk for serious health problems with long-term implications, 
and they believe that adolescent, pre-marital sexual behavior is associated with “an 
increased risk of sexually transmitted diseases, reduced psychological and emotional well-
being, lower academic achievement, teen pregnancy and out-of-wedlock childbearing”.17p1  
These supporters focus on the idea of avoiding the risks of pregnancy and STIs by 
refraining from sex, and they emphasize a focus on personal responsibility, healthy 
relationships and marriages, and future-oriented goals.16,18  They believe education about 
sexual risk reduction encourages teens to engage in sexual activity and leads to an 
increased rate of adolescent sex.16  Abstinence-only supporters cite the decline in teen 
pregnancy as a result of AOE programs’ positive effect on teens abstaining from sexual 
intercourse.16 
Rational for Comprehensive Sexual Health Education 
 Supporters of comprehensive sexual health education believe sex education 
programs should encourage the practice of abstinence, while also educating adolescents on 
contraception options for the prevention of pregnancy and STIs.  While supporters of 
comprehensive sexual health education acknowledge the role abstinence can play in the 
prevention of unplanned pregnancy and sexually transmitted infections, they also believe 
that abstinence-only programs fail to properly arm teens with the knowledge they need to 
navigate the sexual landscape of adolescence.  One concern that comprehensive sexual 
 7 
health education supporters have with the abstinence-only program is the gap between the 
average age of sexual activity initiation and the age of first marriage.1  While the age of first 
intercourse is about 17, the average person does not get married until their mid-twenties 
(25 years of age for women and 27 years of age for men).1,14  This leaves an almost 10-year 
gap from the time of initial sexual activity and marriage; a time when people are at greatest 
risk for unintended pregnancy and STIs.1  Although AOE programs promote abstinence 
from sex until marriage, studies have shown that 99% of Americans have had sex by the 
time they are 44 years old, and 95% of those people had pre-marital sex (Figure 3).16 
 
Figure 3:  Teen Sexual Activity by Age. 
 
 
Source: Fact Sheet. Facts on American teens’ sexual and reproductive health. Guttmacher Institute. 2013.1 
 
  As a result, there is concern that the United States is operating under a selective 
silence, where authorities are aware that teens are sexually active, and yet continue to 
prescribe abstinence as the only option for the prevention of pregnancy and sexually 
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transmitted infections.19  A statement by the U.S. Surgeon General, David Satcher, in his Call 
to Action to Promote Sexual Health and Responsible Sexual Behavior, highlights this concern: 
“While sexuality may be difficult to discuss for some, and there are certainly many different 
views and beliefs about it, we cannot afford the consequences of selective silence”.19p2  This 
withholding of information has been criticized as being unethical by opponents of 
abstinence-only education, who argue that abstinence programs deny sexually-active 
adolescents the information that they require, and are entitled to, about reproductive 
health and services.12 
History of U.S. Sexual Education Policies and Their Effect on Adolescent Sexual 
Health 
 
Adolescent Family Life Act  
 Although the U.S. government has been involved in family planning policy since the 
introduction of the oral contraceptive in the 1960’s,20 government support and funding for 
abstinence-only education programs began in 1981 with the Adolescent Family Life Act 
(AFLA), as part of Title XX of the Public Health Service Act.12,15  This was the first of three 
major abstinence-funding sources in the U.S.  This act was signed into law without a 
congressional hearing or vote.15  It was dedicated to providing support to pregnant teens 
and teen parents, while also promoting “chastity” and “self-discipline”, and encouraging 
“abstinence until marriage”.15p1 
Title V, Section 510 of the Social Security Act 
 The second major program funding abstinence education was the 1996 enactment 
of Title V, Section 510 of the Social Security Act (SSA).  This act, a component of the 
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Personal Responsibility and Work Opportunity Reconciliation Act,21 led to significant 
expansion in federal support, as well as the requirement that funding recipients abide by a 
strict eight-point definition of abstinence-only education (Table 1).12,22  After 1997, all 
AFLA programs were mandated to follow the abstinence-only education requirements.12  
By participating in the program, federally-funded sexual education programs could only be 
implemented if they followed the regulations of the abstinence program, which included 
refraining from discussing topics of contraception and birth control, except to discuss their 
limitations.23 
Table 1: Abstinence-Only Education Eight Point Definition. 
For purposes of this section, the term “abstinence education” means an 
educational or motivational program which— 
(A) has as its exclusive purpose, teaching the social, psychological, and 
health gains to be realized by abstaining from sexual activity; 
(B) teaches abstinence from sexual activity outside marriage as the expected 
standard for all school age children; 
(C) teaches that abstinence from sexual activity is the only certain way to 
avoid out-of-wedlock pregnancy, sexually transmitted diseases, and other 
associated health problems; 
(D) teaches that a mutually faithful monogamous relationship in context of 
marriage is the expected standard of human sexual activity; 
(E) teaches that sexual activity outside of the context of marriage is likely to 
have harmful psychological and physical effects; 
(F) teaches that bearing children out-of-wedlock is likely to have harmful 
consequences for the child, the child’s parents, and society; 
(G) teaches young people how to reject sexual advances and how alcohol and 
drug use increases vulnerability to sexual advances; and 
(H) teaches the importance of attaining self-sufficiency before engaging in 
sexual activity. 
Source: Social Security Administration. Compilation of the social security laws: separate program for abstinence 
education.
24 
 Since 1998, the federal government has provided 50 million dollars per year, as part 
of Title V Section 510 programming, to abstinence-only education programs.23  This 
formula grant, based on the percentage of children living below the poverty line,25 required 
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that states which accepted the funding match the federal dollar amount by contributing 
three state dollars for every four federal dollars.  This resulted in an additional $87.5 
million dollars per year directed at abstinence-only programs.15  States maintained 
discretion in determining how the funding was spent, and were responsible for allocating 
the funding to health departments, schools or community-based organizations.26  Not only 
were states banned from using this federal funding for comprehensive sex education, states 
that received federal funding for abstinence-only education were also banned from using 
non-federal funding for any education that did not meet the strict federal restrictions on 
AOE.15,23  
 Although most states have accepted the funding, at least at some point, California is 
the only state that never accepted the Title V abstinence-only funding.15  Without the 
funding, California was not required to follow the regulations regarding abstinence-only 
education.  The Title V program was initially funded for five years, but was extended each 
year by continuing resolutions.15  By the time the program expired in 2009, almost half of 
U.S. states had opted out of receiving the funding, mostly due to results from evaluations 
that indicated the programs were ineffective.15 
Community-Based Abstinence Education Projects 
 The 2000 Community-Based Abstinence Education (CBAE) projects, part of the 
Special Projects of Regional and National Significance (SPRANS) maternal child health 
block grant, was the third major source of government funding for abstinence-only 
education.  This grant allowed community-based organizations, including faith-based 
organizations, to directly access funding without the state approval required by Section 
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510 of the SSA.14  These organizations were also under the requirements of the eight-point 
definition of AOE and were obligated to have as their “exclusive purpose” the promotion of 
abstinence until marriage.14p839  They were also restricted from using federal, and non-
federal, funding to provide any additional sexual health information, including 
contraception or any other aspects of human sexuality.12  It has been suggested that the 
purpose of this new program was to serve as a response to congressional concerns that 
states were targeting younger adolescents and were not using their funding for direct 
classroom abstinence-only instruction.14  The new CBAE funding mandated that funds must 
be used to target 12-18 year olds only.14  Funding for the CBAE projects was initially $20 
million in fiscal year 2001 and rapidly increased to $113 million by fiscal year 2006, where 
it was maintained until fiscal year 2009, when it was decreased to $99 million.15  
Prior to 2004, Section 510 and SPRANS were administratively managed by the 
Maternal and Child Health Bureau (MCHB), “the only governmental program responsible 
for ensuring the health and well-being of the entire population of women, infants, and 
children”,27p1 housed within HRSA of the Department of Health and Human Services.12  In 
2004, Section 510 and SPRANS were relocated to the Administration of Children and 
Families (ACF), which is an agency that “promotes marriage and responsible 
fatherhood”.12p75  It has been hypothesized that this move was political and strategic, as a 
result of congressional disapproval of MCHB’s management of the programs.12,15  The 
Administration of Children and Families was a more politically and socially conservative 
organization, while the Maternal and Child Health Bureau was criticized for being too 
flexible with the congressional regulations.12,15 
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 In 2006, the Government Accountability Office (GAO) released a non-partisan report 
on the oversight of federally-funded abstinence-only education programs.15  The report 
was in response to democratic representative Henry Waxman’s 2004 report which stated 
that 11 of the 13 most commonly used, CBAE-funded abstinence-only programs “contained 
false, misleading, or distorted information about reproductive health, misrepresentations 
about the effectiveness of condoms in preventing STIs and pregnancy, as well as gender 
stereotypes, moral judgments, religious concepts, and factual errors”.15p5  The GAO report 
reiterated Representative Waxman’s concerns, finding that there was very little oversight 
regarding the content and medical accuracy of CBAE programs.15  GAO found that CBAE 
curricula and materials were not reviewed by their federal funding agency, were not 
required to be reviewed by the programs administering them, and in many cases, 
contained inaccurate, misleading or distorted medical information.13,15  One of the most 
egregious examples of medical misinformation in a CBAE program was abstinence 
promotion material suggesting that condoms are porous and do not protect against HIV.6  
There was also criticism that the curricula blurred religious and scientific viewpoints, in 
addition to encouraging stereotypes of females as weak and males as sexually aggressive.13 
Also in 2006, new AOE guidance was released by the Administration for Children 
and Families.12,15  These new guidelines were more restrictive than previous guidance and 
stressed the importance of meaningfully representing each of the eight mandates required 
by all AOE programs.12,15  The guidance restricted grantees from disseminating any positive 
information about safe-sex practices or contraception, both in programs that use 
government funding and those that use their own funding.15  Although grantees were 
restricted from providing any informative curricula about contraception, including 
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referring to abstinence as a form of contraception, they were required to teach that 
“contraception may fail to prevent teen pregnancy, and that sexually active teens using 
contraception may become pregnant”.14p840  Many opponents of abstinence-only education 
considered this approach to be biased against contraception.14 
 The new restrictions also expanded the concept of sexual relations.  Whereas the 
previous regulations discouraged “sexual intercourse”, the new regulations advised teens 
to refrain from all “sexual activity”, including “genital contact or sexual stimulation 
between two persons, including, but not limited to sexual intercourse”.15p5  In addition, the 
guidance required programs to focus on individuals between the ages of 12-29 years, 
whereas many programs were previously targeting children aged 9-14 years.15 
Response from the Society of Adolescent Medicine 
 The same year that Congress released the new, restrictive abstinence-only 
education guidelines, the Society of Adolescent Medicine published a paper titled 
Abstinence-Only Education Policies and Programs: A Position Paper.13  This paper provided a 
view that directly contrasted with the opinions and recommendations of the 
Administration of Children and Families guidance.14 
 The Society of Adolescent Medicine (SAM) took a position supporting abstinence 
from sexual intercourse as a behavioral goal and a healthy choice as a means of preventing 
unintended pregnancy and infection, but also identified the failure of abstinence as a theory 
to fully protect against pregnancy and disease when abstinence is not routinely maintained 
in actual practice.13  As such, SAM supports the use of comprehensive reproductive health 
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promotion programs that inform adolescents about protection from infection and options 
for contraception, in addition to promoting abstinence.13 
 The SAM position paper described abstinence-only programs as both scientifically 
flawed and medically unethical.13  SAM states that AOE programs denigrate evidence-based 
risk reduction strategies and provide misinformation about sexual health, while also 
withholding information from adolescents about opportunities to protect themselves from 
unwanted pregnancy and disease.13,14  These programs are also criticized for excluding and 
discriminating against gay, lesbian, bisexual, transgender and questioning (GLBTQ) teens 
for whom marriage, under federal law, is not always legal.13  It is estimated that 2.5% of 
high school students identify themselves as GLBTQ and up to 10% of teens “struggle with 
issues regarding their sexual identity”.12p78  SAM expressed dismay that abstinence-only 
education generally avoids the topic of homosexuality, except to stigmatize it.12 
 One particular area where the Society of Adolescent Medicine disagrees with 
abstinence-only educators is the idea that consensual sexual behavior during adolescence 
is likely to lead to adolescent psychological harm.13,14  During their scientific review of 
abstinence-only education, SAM failed to find any scientific data which suggested that 
consensual sex between adolescents led to any future mental health diagnoses.14  While 
psychological illness have been associated with early sexual debut, it has been suggested 
that early sexual behavior is a result of mental health problems, rather than a cause of early 
sexual activity.13  Research has shown that children with early conduct problems are more 
likely to become pregnant as adults; children who fall into the mental health category of 
“most disturbed” are 5.3 times more likely to become pregnant by age 18.28  While the SAM 
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review found no data indicating that consensual adolescent sexual behavior was a cause of 
psychological problems, they also failed to find anything to suggest that a successful 
commitment to remain abstinent until marriage had any negative or positive effect on 
personal resiliency or sexual function later in life.14 
Mathematica Policy Research Evaluation 
 In 2007, Mathematica Policy Research, Inc. released a nine-year, eight million dollar 
research evaluation of the Title V, Section 510 Abstinence Education Program, which was 
requested by Congress in the Balanced Budget Act of 1997.22  Findings were presented in a 
report titled Impacts of Four Title V, Section 510 Abstinence Education Programs.22  This 
experimentally-designed evaluation focused on abstinence education programs used in the 
four states of Virginia, Florida, Wisconsin and Mississippi.  After being identified as 
potential candidates, more than 2,000 adolescents from upper elementary and middle 
schools participating in the study were randomly assigned to either the program group or 
control group.22  Each school had both a program group and a control group. The program 
group was exposed to an abstinence-only education program, while the control group 
received either no health information or received only information pertaining to other 
areas of health education, including education on drugs, alcohol, smoking, safety, mental 
health, fitness and nutrition.22  Although some control group students received some health 
education, they did not have exposure to the AOE program or any sexual health 
information.22  Participants were followed for four to six years to evaluate behavioral 
effects of the program, including sexual abstinence and risks of pregnancy and sexually 
transmitted infections.  Results of the study were separated into two sets of outcome 
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measures: ‘sexual behavior’ and ‘knowledge and perceptions of risks associated with teen 
sexual activity’.22 
 ‘Sexual behavior’ as an outcome measure was defined by “rates of sexual abstinence, 
rates of unprotected sex, number of sexual partners, expectations to abstain, and reported 
rates of pregnancy, births and STDs”.22p16  The study found no difference in the rates of 
sexual abstinence between the two groups (49% AOE group vs. 49% control group), and no 
difference in the number of sexual partners or mean age of sexual initiation (14.9 years for 
both groups).22  Additionally, the teens in both groups engaged in unprotected sex at the 
same rates (Figure 4).22 
Figure 4: Estimated Impacts of Abstinence Education Programs, Last 12 Months. 
 
Source: Impacts of Four Title V, Section 510 Abstinence Education Programs, Final Report. 2007. 22 
 
 ‘Knowledge and perceptions of risks associated with teen sexual activity’ was 
defined by “scale measures of STD identification, risks of pregnancy and STDS from 
unprotected sex, and health consequences of STDs; youth perceptions of the effectiveness 
of condoms and birth control pills for pregnancy prevention and for the prevention of 
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several types of STDs, including HIV, chlamydia and gonorrhea, and herpes and human 
papillomavirus (HPV)”.22p17  With respect to the abstinence-only programs’ effect on the 
knowledge and perceptions of risks associated with teen sexual activity, the Mathematica 
study reported that the participants in the AOE programs were better able to identify STIs 
from a list of diseases, but there was no difference between the AOE group and the control 
group in terms of understanding the risks of unprotected sex and the consequences of STIs 
(Table 2).E  Neither group was well informed of the health consequences of STIs.  Both 
groups answered approximately half of the “knowledge of STD consequences” questions 
correctly (0.52 for program group vs. 0.51 for control group).22p18  
Table 2: Estimated Impacts of Knowledge of Pregnancy and STD Risks by Site. 
 
Source: Impacts of Four Title V, Section 510 Abstinence Education Programs, Final Report. 2007.22 
 
 Regarding pregnancy prevention through condom use, both groups had similar 
results, with 51% of AOE group participants and 52% of control group participants 
believing that condoms usually prevent pregnancy.22  Exactly the same percentages of the 
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two groups believed that condoms prevent pregnancy sometimes (38%), never (3%) or 
unsure (7%).22  In terms of their understanding of birth control effectiveness, participants 
from the AOE group were more aware that birth control pills do not prevent STIs.22  
Participants from the AOE group reported a statistically significant difference in their 
knowledge that birth control pills never prevent HIV (73% program vs 69% control).22  
Generally speaking, the results of the Mathematica study found few differences between 
the two groups that were statistically significant.  The differences noted were small and 
were not consistent in terms of the direction of the findings.22   
 In terms of policy recommendations, Mathematica researchers suggested that the 
target audience (upper elementary and middle school students) may have been too young 
to sufficiently implement sexual health education programs: “Findings from this study 
provide no evidence that abstinence programs implemented in upper elementary and 
middle schools are effective in reducing the rate of teen sexual activity”.22p23  Researchers 
were unable to determine the possible effect of programs targeting a high school 
audience.22 
Congressional Review of Abstinence-Only Education 
In 2008, a Congressional hearing was held to review the effectiveness of abstinence-
only education programs.4  This was the first time that a hearing was called on the subject, 
and the first time that Congress questioned federal funding of the strict AOE programs, 
which had been the sex education standard for over a decade.4  Panels of hearing witnesses 
included health education experts, medical and sexual health experts, public health 
officials, members of Congress and other government officials, and youth who had 
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participated in the AOE programs.15  Researchers called for Congress to end government 
funding of AOE programs and testified about AOE program’s ineffectiveness.15  In general, 
there was broad support for evidence-based comprehensive sexual health education.  
Following this hearing, funding for CBAE funding was decreased, although modestly, for the 
first time ever, from $114 million to $99 million.15 
An additional result of this congressional hearing was the formation of a 
partnership of leading school health organizations, which included the American 
Association for Health Education, the American School Health Association, the National 
Education Association Health Information Network, and the Society of State Leaders of 
Health and Physical Education.4  In addition, there was coordination with the Future of Sex 
Education Initiative and forty other stakeholders, including medical professionals, public 
health professionals, educators, content experts and youth who came together to create a 
new framework of sexual health education for parents and schools, titled the National 
Sexuality Education Standards.4  This framework was promoted as ‘practical’ and was 
meant to be the minimum, basic elements necessary for comprehensive sexual health 
education.4  It addressed seven specific areas of sex education.4  Each of the seven topics 
were accompanied by a set of performance indicators that students should have acquired 
at different grade levels.4  These core standards were:  
 anatomy and physiology;  
 puberty and adolescent development;  
 identity: fundamental aspects of people’s understanding of who they are; 
 pregnancy and reproduction: how pregnancy happens and decision-making 
to avoid a pregnancy;  
 STIs and HIV: understanding and avoiding HIV and other STIs, including how 
they are transmitted, their signs and symptoms, and the importance of 
testing and treatment; 
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  Healthy relationships: successfully navigating changing relationships among 
family, peers and partners; and  
 Personal safety: identifying and preventing harassment, bullying, violence 
and abuse4p3 
 The National Sexuality Education Standards were designed to be easily 
implemented in the current U.S. school system.  They recognized that little time and 
resources are allocated to sexual health in schools.  For that reason, they were developed in 
line with the National Health Education Standards, with the hopes that the sexual health 
standards could be taught in conjunction with other current school health programs.4  In 
addition, they attempted to reflect the average American beliefs on sexual health education 
in schools, based on the results of a 2004 study which sampled 1,800 adults about their 
views on sex education.4  While most of the adults sampled supported teen abstinence 
education (87-98% support information on abstinence), they also believed the majority of 
teens would not abstain from sex; and, 90% believed that sex education is an important 
aspect of school curriculum.4  These standards were officially released in 2012 under the 
title ‘The National Sexuality Education Standards: Core Content and Skills, K-12’.4 
A similar set of standards was launched in Europe in 2010 titled “The Standards for 
Sexuality Education in Europe”.4  The main difference between the standards in the U.S. and 
Europe is that the American standards took a more conservative approach, focusing on risk 
reduction, while the European standards employed a positive, holistic  view of sexuality, 
including the right to express and enjoy one’s sexuality.4 
Consolidated Appropriations Act of 2010 
 Soon after the formation of the National Sexuality Education Standards, the political 
tide started to turn on the abstinence-only education funding, partly due to changes in 
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national political powers.  The Title V funding expired in June of 2009, which was a major 
blow to the abstinence-only education movement.  Congress then passed the Consolidated 
Appropriations Act of 2010, which abolished discretionary funding for AOE education, 
including funding for the AFLA and CBAE programs.15 
 Although funding for abstinence-only education was for the first time being reduced, 
the political policy battle continued.  While Democrats sought to enact the Real Education 
for Healthy Youth Act, which would provide information and skills to youths to help them 
make healthy and informed decisions about relationships and sex, Republicans introduced 
The Abstinence Education Reallocation Act, which would fund $100 million to community-
based organizations that promoted abstinence before marriage.4  Ultimately, neither act 
was passed, but funding continued to be provided to support both abstinence-only 
programs and comprehensive sexual health programs.4  
Personal Responsibility Education Program 
In 2010, as part of the health care reform legislation, the Personal Responsibility 
Education Program (PREP) was created and is still in effect.  The goal of this program is to 
reduce rates of unintended pregnancy and STIs by providing adolescents, aged 10-20 years 
old, with complete, medically accurate, age and culturally appropriate sex education.4,11  In 
addition to teaching sex education, the program touches on life skills necessary for 
adolescents to transition into adulthood and lead responsible, healthy lives.11  The program 
is managed by the Administration of Children and Families and provides a total of $75 
million per year, from 2010-2014, to states which apply for federal funding.11  An 
additional $105 million of federal funding, ear-marked for comprehensive sexual health 
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education programs, was granted to the Teen Pregnancy Prevention Initiative, which funds 
community-based groups using evidence-based and innovative approaches to reduce teen 
pregnancy.11  
In addition to the $180 million  directed at comprehensive sexual health education 
in fiscal year 2012, Congress also allocated 55 million dollars to abstinence-only 
programs.4  Of this money, $50 million was provided to the Title V abstinence education 
program, which maintained its strict 8 point requirements, and $5 million  was provided to 
a smaller grant program that also utilizes AOE standards.4  Although funding for AOE 
programs has decreased dramatically over the last few years ($58 million dollars less than 
fiscal year 2008) critics of the program question the continued financial investment 
considering the lack of evidence supporting the abstinence-only programs.4 
Scientific Studies and Evidence 
Because abstinence-only education has been so heavily funded and supported as the 
main (and often only) form of sexual health education over the last 2 decades, it would be 
expected that there is a wealth of research supporting its effectiveness.  Surprisingly, there 
is little scientific evidence that promotes abstinence-only education as an effective means 
to prevent teen sexual activity, STIs or pregnancy.  While abstinence-only promotional 
campaigns, including one from the Heritage Foundation, list multiple studies indicating a 
positive impact of AOE programs, few of these studies are considered scientifically valid by 
the medical community.14 
To address concerns regarding the effectiveness of different sexual health education 
tactics, three major systematic reviews of evidence supporting both abstinence-only 
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programs and comprehensive programs (that also promote abstinence) were undertaken 
by researchers Kirby and Manlove in 2001, 2004 and 2006.14  These reviews did not 
include results from the Mathematica study, which were not released until 2007.  All three 
reviews concluded that comprehensive sexual health programs successfully promoted 
abstinence, as well as other risk reducing behaviors.14  None of the reviews found any 
evidence that AOE programs led to a delay in sexual activity initiation.14  One of the most 
important findings of the reviews was the lack of rigorously evaluated abstinence-only 
programs to review.  This has been a common concern that researchers have had with 
abstinence-only education evaluations.  While abstinence-only campaigns site evaluations 
demonstrating a positive effect of AOE programs on sexual behavior, critics, including 
Kirby, argue that the evaluations are not scientifically valid because they do not meet the 
minimum scientific criteria commonly used in systematic reviews.14  In addition, Kirby 
found that all ten of the evaluations cited by the Heritage Foundation contained flaws of 
methodology or interpretation of data (Table 3).14  Often these studies did not meet basic 
requirements of study participant size, randomization of assignment, comparison to 
control groups and other common requirements.14  Consequently, Kirby argued that the 
results of several studies supporting AOE had the potential for scientifically-biased 
results.14 
Table 3: Methodology flaws in studies promoted by the Heritage Foundation, as identified 
by researcher Douglas Kirby. 
 
Name of Study Study flaws 
Virginity Pledge Program 1) The study did not include a quasi-
experimental design.   
2) The study relied on the recall and report of 
study participants regarding whether or not 
they took the initial pledge.   
3) The study did not account for the fact that 
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people who took the pledge were not 
representative of the general population 
because of the fact that they opted to take 
the pledge. This could have led to self-
selection bias. 
Not Me, Not Now 1) The study curriculum was not broadly 
distributed and only reached 3% of youth in 
the area where the study was performed. 
Operation Keepsake 1) Researchers measured the impact of the 
study on the initiation of sex for a very short 
period of time (only 14 weeks after the 
intervention), while Kirby recommends 
researching intervention impact after at 
least 6 months.  
2) Researchers did not control for differences 
in age, gender and ethnicity between the 
control group and the program group. 
3) Although researchers found positive results 
regarding the practice of sex at two months 
post-intervention, the results were not 
statistically significant.  
Abstinence by Choice 1) The study used a weak research design.  
2) Researchers did not use pre-intervention 
and post-intervention data from a similar 
control group.  
Virginity Pledge Movement 1) The study did not contain an experimental or 
quasi-experimental design. 
2) The study relied on data from the National 
Longitudinal Study of Adolescent Health, 
which was not an experimental design and 
did not obtain data before and after the 
intervention.  
Teen Aid, Sex Respect, and Values and Choices 1) Only one of the six intervention groups 
studied showed any positive impact on the 
delay of sexual initiation.  
2) Among all high school students studied, 
there was no significant delay of sexual 
initiation.  
Family Accountability Communicating Teen Sexuality 1) This study used an “inadequate evaluation 
design”.29p4  
2) The study’s program and control groups 
were not surveyed after the same duration of 
time.  
3) No baseline similarity was established 
between the program group and the control 
group. 
4) Program group assignment was based on 
voluntary participation., leading to potential 
self-selection bias. 
Postponing Sexual Involvement 1) This study had two components, an 
abstinence-only intervention and an 
abstinence-plus intervention. Results of the 
study were not isolated to the abstinence-
only program, because the study 
simultaneously measured the impact of the 
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“abstinence-plus” intervention.  
2) The abstinence only portion of the program 
was evaluated in California and did not show 
any delay in teen sexual activity. 
Project Taking Charge 1) The study had a very small sample size.  
2) The study did not show statistically 
significant results. 
Teen Aid Life Education Project 1) This was not an independent study, but 
rather an almost identical description of the 
results and summary from the three 
programs evaluated in the Teen Aid, Sex 
Respect, and Values and Choices study.  
2) No new data was evaluated. 
Source: Kirby, D. Do abstinence-only programs delay the initiation of sex among young people and reduce teen 
pregnancy? (2002) Washington, DC: The National Campaign to Prevent Teen Pregnancy.29  
 
 
One important study, commonly referenced by AOE supporters, and also criticized 
by AOE opponents for its methodology, is an examination of the virginity pledge movement, 
a common AOE strategy where teens make a public pledge of abstinence until marriage.  
The short-term results of this study supported AOE programs with their findings that teen 
pledgers (12-18 years old) experienced a delay in sexual intercourse initiation, by an 
average of 18 months, compared to non-pledgers.14  Interestingly, the long-term follow up 
of the study, six years later, found that 88% of married pledgers had engaged in premarital 
sex.14  In addition, pledgers and non-pledgers had similar prevalence of STIs at the six-year 
follow up, and pledgers were less likely than non-pledgers to receive STI testing or seek 
medical help for STI symptoms.14  Although this study is commonly referenced in support 
of abstinence only education, critics of the study argue that the results are inaccurate 
because the study did not contain an experimental or quasi-experimental design.30  It is 
also criticized for relying on data from the National Longitudinal Study of Adolescent 
Health, rather than collecting pre-intervention and post-intervention data from control and 
intervention groups.30 
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John Santelli, a researcher on adolescent health issues, believes the controversy 
over abstinence-only education is really a debate between personal moral beliefs and 
proven scientific efficacy, where the ideology supporting abstinence is not in line with the 
scientific and medical evidence.14  Santelli believes that information used to support 
abstinence-only education is an “artful mix of science and pseudoscience” promoted 
through the Internet, which “has become the vehicle through which ideology is able to 
masquerade as science”.14p838 
One example of this so-called pseudoscience is use of the term “postabortion 
syndrome”, which is used as a psychological diagnosis by some AOE promoters.14  The term 
is not recognized by the American Psychological Association or the American Psychiatric 
Association.  Scientific studies have refuted the idea that abortion leads to any short-term 
or long-term psychological harm, and yet the term continues to be used as a strategy to 
promote AOE.14 
 One of the main concerns that supporters of AOE express about comprehensive sex 
education is the idea that educating teens about their sexuality will lead to an increased 
rate of teen sex and a younger age of sex initiation.  Evidence regarding sexual health 
programs has shown the opposite to be true.  A 2007 review of comprehensive sex 
education programs, performed by the National Campaign to Prevent Teen and Unplanned 
Pregnancy, found that the majority (66%) of comprehensive programs had numerous 
positive effects, including a delay or reduction of sexual activity, a reduced number of 
sexual partners and an increased use of contraception and condoms.31  There was no 
evidence that any of the forty-eight comprehensive sex education programs reviewed led 
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to hastened sexual activity initiation or increased sexual behaviors.  In addition, the review 
found the programs to be effective across cultures, gender and sexual experience levels.31   
A similar review done by the Journal of Adolescent Health found the same positive results of 
the comprehensive programs they reviewed, and they also found that several interventions 
had behavioral effects lasting long-term, two to three years or more.31  Even condom 
instruction and access has not been shown to increase levels of sex, although it did increase 
levels of condom use at first intercourse.31 
 In 2007, the American Journal of Public Health published a study by Guttmacher and 
Columbia University which credited the decline in national teen pregnancy rates to 
improved and increased use contraception, rather than increased rates of abstinence.31  
This study attributed approximately 86% of the decline in teen pregnancy to improved 
contraception.  While the study did find a decline in sexual activity in teens 15-17 years old, 
there was no decline in sexual activity among 18-19 year olds.31  Researchers concluded 
that 23% of the 15-17 year old pregnancy decline could be a result of a decrease in sexual 
activity.31  Because there was no change in sexual activity among 18-19 year olds, the 
decrease is pregnancy rate was attributed to improved and increased use of 
contraception.31 
Support for Comprehensive Sex Education 
Although the United States has funded mainly abstinence-only programs for the last 
decade, there is broad international support for comprehensive sex education. The 1994 
International Conference of Population and Development listed access to accurate health 
information as a basic right, and the UN Committee on the Rights of the Child has stated 
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that children’s access to sexual health information is essential.12  The United Nations 
Guidelines on HIV/AIDS and Human Rights states that countries should “ensure the access 
of children and adolescents to adequate health information and education, including 
information related to HIV/AIDS prevention and care, inside and outside school, which is 
tailored appropriately to age level and capacity and enables them to deal positively and 
responsibly with their sexuality”.14p853 
A comparison of health statistics from the U.S. with three foreign countries which 
embrace less socially conservative government policies (France, Netherlands and 
Australia) suggests that reproductive and sexual health is best served when sex between 
young, unmarried people is acknowledged and accepted rather than prohibited.18  Although 
ages of first intercourse are similar for the four countries compared, the health outcomes in 
terms of teen pregnancy and STIs are very different.18  American adolescents are just as 
likely to engage in sex as other countries, but they are more likely to do so without taking 
protective measures to avoid unintended pregnancy or infection.18  European teens, for 
example, have much lower rates of pregnancy, resulting from the fact that they are more 
likely to use contraception; 85% of teens in the Netherlands used contraception at first 
intercourse compared to 65% of teens in the U.S.1  They are also more likely to use the 
most effective means of contraception.1  Only 16% of American teens reported using the 
pill at last intercourse, compared to 22% in France, 66.3% in Australia and 67% in the 
Netherlands.1  In comparing rates of pregnancy, birth and abortion among adolescent 
women, the United States has the highest rates in the developed world.18   In terms of 
sexually transmitted infections, Americans aged 15-19 have the highest rate of gonorrhea 
(571.8 cases per 100,000 people in 2002), which is seventy-four times greater than that of 
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the same age group in France or the Netherlands (7.7cases per 100,000 people in 2002).18   
These discrepancies highlight the importance of providing American youth with evidence-
based, scientifically accurate and morally-unbiased sexual health education as a means to 
lower rates of pregnancy and STIs.  
Although abstinence-only education has dominated American sexual health 
education, studies show that the American public is not sold on abstinence-only education.  
A 2006, cross-sectional, nationally representative survey found that 82% of people 
sampled supported programs that include abstinence, in conjunction with other methods, 
for the prevention of STIs and pregnancy (Figure 5).23  A mere 10% of people surveyed 
opposed comprehensive sex education.  Only 36% of those sampled supported abstinence-
only programs, while 50% were opposed to abstinence-only programs.23  This study also 
distinguished preferences based on political ideology and found that a majority of 
conservatives, moderates and liberals supported comprehensive sex education (70% of 
conservatives, 86.4% of moderates and 91.6% of liberals).23 
Figure 5: Public Opinion of Sexual Health Programs. 
 
 
Source: Bleakley A, Hennessy M, Fisbein M. Public opinion on sex education in U.S. schools. 23 
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 Several major American health organizations also support comprehensive sexual 
health education, including the American Academy of Pediatrics, the Society of Adolescent 
Medicine, Sexuality Information and Education for the United States, The American Public 
Health Association, The Institute of Medicine, The American College of Obstetricians and 
Gynecologists, The American Nurses Association and the American Medical 
Association.14,16,31  Referencing her criticism of abstinence-only education, Margaret Blythe, 
of the American Academy of Pediatrics, was quoted saying: “Abstinence-only programs are 
not only ineffective but may cause harm by providing inadequate and inaccurate 
information and resulting in participants’ failure to use safer sex practices once intercourse 
is initiated”.16p1 
Concluding Thoughts 
 Two themes that have influenced the formation of effective sexual health education 
policies are the increased focus on evidence-based science and the political pressures from 
both conservative and liberal groups.  Political pressures from social conservatives and 
religious groups have influenced AOE policy for decades. Only recently, with the 2008 
change in U.S. political leadership, have AOE policies been scrutinized in terms of their 
effectiveness in preventing teen pregnancy and sexually transmitted disease.  As a result, 
the U.S. is now recognizing the importance of following evidence-based guidelines for the 
prevention of teen pregnancy and sexually transmitted disease. 
  In the last several years, the notion of evidence-based public health, similar to 
evidence-based clinical health, has become an important component in the creation and 
adoption of effective public health interventions.  Evidence-based public health has been 
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defined by Jenicek as the “conscientious, explicit, and judicious use of current best evidence 
in making decisions about the care of communities and populations in the domain of health 
protection, disease prevention, health maintenance and improvement (health 
promotion)”.32p177  The benefits of evidence-based public health include access to better 
information on program and policy effectiveness and an increased opportunity for 
implementation of successful programs and policies, as well as a more efficient use of 
resources.32  Limits to evidence-based public health implementation often include 
unsupportive political environments and inefficient research, resources, and/or 
leadership.32  While public health interventions are likely more complex to evaluate than 
clinical interventions, the evaluation process is an integral part of public health 
interventions and is generally included even in the planning aspect of a public health 
intervention.  
 In the case of sexual health education, the evidence clearly shows that 
comprehensive sexual health education is evidence-based and effective, while reviews of 
abstinence-only education routinely fail to demonstrate any effectiveness in preventing 
adolescent pregnancy or infection. Funding continues to be allocated to abstinence-only 
education because of social tradition and conservative values, upheld by some, that sexual 
activity outside of marriage is wrong.25   Thus the disagreement between those who support 
abstinence-only education and those who oppose abstinence-only education focuses more 
on differences in values, rather than evidence-based public health.  
 Although there is much evidence demonstrating the effectiveness of comprehensive 
sexual health education, and conversely, the ineffectiveness of abstinence-only education, 
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barriers to implementing comprehensive sexual health education remain and U.S. policies 
continue to fund abstinence-only education.  An important political issue that has limited 
the promotion and uptake of comprehensive sexual health programs is the disagreement 
regarding the role of government in educating adolescents about sexual health. 
Disagreements persist with respect to the content of sexual health education and who 
should be responsible for providing it.  An interesting viewpoint from Shtarkshall, Santelli 
and Hirsch advocates for parents and schools to work together in providing information 
about sexual health and developing social skills related to sexuality.33  Rather than 
compartmentalizing sexual health education to home or school, they believe parents and 
schools should complement each other’s efforts.  They argue that sexual socialization 
begins in the home, as early as infancy, as parents instill their values into their children, 
particularly as children are exposed to parental messages about affection, modesty and 
behavioral expectations.33  Socialization then continues outside of the home, through 
exposure to peer groups, media and cultural norms.33  While parents may be equipped to 
provide sexual socialization messages to their children, Shtarkshall, Santelli and Hirsch 
posit that they may not be the best-informed or  best-equipped to provide sexual health 
education.33  Parents may have the best intentions in educating their children about sexual 
health, but they “often have incomplete or inaccurate information on issues such as medical 
effectiveness and safety of condoms and other contraceptives”.33p117 In addition, as 
adolescents enter the developmental period, described by childhood development expert 
Erickson as “identity formation”, they often crave privacy and turn away from their parents 
as they form new relationships with peers and social institutions.33  A study in Israel that 
researched preferences of how adolescents would choose to receive sexual health 
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information found that the majority of youths in all grades listed school as their preferred 
source of information.33  As previously noted, there is also support from parents for sexual 
health education to be taught in schools.23   
 Another political barrier in the promotion of comprehensive sexual health 
education is the issue of morality politics, in this case, the debate between ideology and 
scientific efficacy.14  The term social regulatory policy has been used by Tatalovich and 
Daynes to describe “the exercise of legal authority to affirm, modify, or replace community 
values, moral practices, and norms of interpersonal conduct”.25p438   Social conservatives 
and religious groups who support abstinence-only education use the argument that pre-
marital sex is immoral as a means to promote abstinence-only education, rather than 
factual evidence about adolescent sexual activity and evidence-based sexual health 
programs.14   U.S. abstinence-only policies have been criticized for their use of moral terms, 
including “chaste” and “making a commitment”, when advising teens against pre-marital 
sex, thus focusing the argument on the morals of adolescent sex rather than the facts about 
adolescent sexual behavior.14  
 In defining characteristics of morality policy, Arsneault argues that legislation 
involving issues of morality is often “symbolic rather than instrumental”.25p439  In a 
symbolic policy move, advocates show concern for the issue, although the policy that is 
adopted may not be expected to influence outcomes.25  Morality policies are generally areas 
of “low technical complexity and high public salience”.25p442  For this reason, it is easy for 
non-experts to form opinions and solutions based on their political or religious opinions 
rather than facts.  At the same time, these issues are attractive to politicians and voters 
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because of their salience.25  In the case of sexual health education, AOE supporters focus on 
policy that symbolically persuades personal values supporting abstinence, while 
comprehensive sexual health supporters focus on policy outcomes and evidence-based 
practices.25  It is possible for conservative-minded abstinence-only supporters, including 
politicians, to argue that abstinence from sexual activity until marriage is a moral goal, as 
well as a way to prevent teen pregnancy and STDs, without acknowledging the failure of 
abstinence-only education programs to effectively prevent teen pregnancy and sexually 
transmitted diseases.25 
 Since its inception in 1981, the abstinence-only education movement has cost the 
United States government, or more accurately, taxpayers, over 1.5 billion dollars.4  Given 
the importance placed on effective, evidence-based public health interventions, it is 
alarming that the U.S. government would invest such a great sum in abstinence-only 
programming without a proven positive impact.  While the goal of abstinence-only 
education is to decrease rates of adolescent pregnancy and infection by encouraging teens 
and young adults to abstain from sex until marriage, research clearly shows that 
adolescents are having sex, with 2013 statistics showing that 71% of 19 year-olds have had 
sex1 and only 5% of married persons abstained from sex until marriage.16  Although teens 
are waiting longer to initiate sex (14.9 years average sexual initiation reported in 200622 
vs. 17 years on average reported in 20131), they are still having sex as adolescents and long 
before they get married.  It is for these reasons that it is important to provide a sexual 
health education program to American youth that provides medically-accurate, evidenced-
based and age-appropriate sexual health information about important topics of teen 
pregnancy, contraception and sexually transmitted infections.   
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